Objective: To identify the presence and extent of essential attributes in primary health care services for children, focusing on the evaluation of structure and process. Method: Evaluative, quantitative study carried out in 23 traditional basic health units in a city in Parana State, with 548 caregivers of children under 12 years old, using the Primary Care Assessment Instrument (PCATool Brazil), child version. Essential and general scores of the primary care were calculated according to the methodology proposed, with a cut-off score ≥6.6. Results: The scores of the essential attributes in relation to structure are: Accessibility (5.5), Kinship (6.9), Integrality of care -Services Available (6.0) and Coordination -System information (7.4). As for the Process, the following results were obtained: First visit -Use (8.6), Longitudinally (6.1), Integrality -Services Provided (6.1) and Coordination -Integration of Care (6.9). Conclusion: The essential score was 6.6 and the general score was 6.3, showing weak focus on primary health care.
INTRODUCTION
In the search for a paradigm shift in actions and thinking about health, since the International Conference on Primary Health Care held in 1978 (1) , Primary Health Care (PHC) has been gaining prominence, with a view to invest in a new health policy. In this context, a renewal of PHC is discussed, with the objectives of preparing services for new challenges, improving the quality of health care and expanding countries' capacity to develop a coordinated, effective and sustainable strategy to address health problems (2) .
PHC can be understood as the level of care that represents the entrance door to the health system. PHC services provide care to the person over time, dealing with the most common problems of the community through health promotion, prevention, treatment and rehabilitation (3) .
For the health service to be focused on PHC, it must effectively present essential attributes, which are first-visit care, longitudinality, Integrality of care and coordination, and derived attributes, which are family and community orientation and cultural competence (3) . These attributes make up for a PHC that can organize the health system and coordinate care, fulfilling the three essential functions of this level of care: communication, accountability and problemsolving capacity (4) .
With these characteristics present and developed in an active and effective way, a PHC service should solve around 85% of health problems (3) . In Brazil, PHC is based on the principles of the Unified Health System (SUS), implemented through the Family Health Strategy (FHS).
Child care in PHC services, which is the focus of the discussion in this study, still presents a low resoluteness capacity, which is based on biomedical care and is fragmented and focused on assistance to acute diseases and spontaneous demands. Despite the transformations in health policies and guidelines directed at children, the scenario of child morbidity and mortality reveals a lack of articulation and Integrality of care, shown through the high rates of preventable child mortality (66.56%) and hospitalizations for preventable conditions (65.2%) (5) (6) (7) (8) (9) .
OBJECTIVE
To identify the presence and extent of the essential attributes of primary health care services for children, focusing on the evaluation of the structure and the process in the perception of caregivers.
METHOD

Ethical aspects
The study followed the ethical precepts necessary for the development of research with human beings and was approved by the Research Ethics Committee of the State University of Western Paraná.
Design, setting and study dates
The present study has a quantitative and evaluative approach and is part of a multicentric project developed in the states of Paraná and Paraíba. The data presented here refer to the study developed in 24 PHC units in a city in the countryside of the state of Paraná. At the time of data collection, 23 of these units were Basic Health Units (BHU) and one had two family health strategy teams (FHS). The research was conducted from June 2012 to November 2013.
The Donabedian model (10) was one of the frameworks used for evaluating the healthcare systems. This model proposes an analysis of the structure, process and outcomes of health services, each being equally important and having complementary characteristics, which should be used to evaluate health actions (11) .
In this model (10) , structure is defined as the place where care occurs, that is, the resources needed for the care process, including material, human resources and the organizational structure of the service (10) . The process corresponds to the activities taken by the health team to provide assistance to the user. It is measured according to the quality standards established by the respective services and professions, including technical components and interpersonal relations. Outcomes are understood as changes in health care results, including the level of satisfaction, health status, inclusion of the users and their knowledge about their health, among others (10) (11) . Based on this evaluation model, Starfield and colleagues developed a PHC assessment tool called Primary Care Assessment Tool -PCATool (12) . The PCATool is an instrument that has had good performance assessing PHC attributes and is able to measure aspects of the health service's structure and process. The validated version in Brazil consists of 55 Likert-type questions, with scores varying from 1 to 4 for each element that composes the attribute: certainly yes (4); probably yes (3); probably not (2); certainly not (1) .
The PCATool assembles the dimensions structure and process and includes: a) structure: longitudinality -kinship; first visit -accessibility; coordination -System information; Integrality of care -services available; b) process: first visit -use; longitudinality; coordination -integration of care; Integrality of care -services provided. The data collection in the present Claudia Silveira Viera E-mail: clausviera@gmail.com CORRESPONDING AUTHOR Las puntuaciones de los atributos esenciales con relación a la estructura son: Accesibilidad (5,5), Grado de afiliación (6, 9) , Integralidad -Servicios Disponibles (6,0) y Coordinación -Sistema de información (7, 4) . En cuanto al Proceso, se encuentran: Acceso de Primer Contacto -Utilización (8, 6) , Longitudinalidad (6,1), Integralidad -Servicios Prestados (6,1) y Coordinación -Integración de los Cuidados (6, 9) . Conclusión: La puntuación principal fue de 6,6 y la general, 6,3, demostrando una orientación precaria de la atención primaria a la salud. Descriptores: Atención Primaria a la Salud; Salud del Niño; Gestión en Salud; Calidad de la Asistencia a la Salud; Enfermería Pediátrica.
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research used the Instrument of Primary Care Evaluation PCA-Tool-Brasil, child version (13) .
Population or sample
The study subjects were caregivers/relatives of children under 12 years old who were treated at the PHC units of the city under study, selected among the users of the service who had had at least two visits in the six months prior to the day of data collection. Inclusion criteria were: residing in an urban area; being able to answer the form (ability to understand, express and comprehend the documents presented); being the main caregiver of the child; knowing the unit they evaluated; and the child being under twelve years old. Respondents residing outside the area of the hospital, but using that service by choice, were included.
For the sample calculation, the research was first carried out in the registries of the health units to assess the number of visits of children under 12 years of age during the last six months. The source of information was originated in TABWIN with the reports of procedures performed in the city in children up to twelve years old, comprising 34,369 visits. From this data, the simple stratified random probabilistic sample was calculated with proportional share per unit estimated in 548 participants.
The stratified sample was defined according to the statistical calculation (14) :
The margin of error was calculated with α level of 5%. A margin of error of 5% with a 95% confidence interval was adopted to obtain the sample of relatives/caregivers to be interviewed.
Study protocol
For data collection, the children's caregivers were selected by systematic sampling in the waiting list for medical or nursing care, between October 2012 and February 2013. The instruments were applied by undergraduate nursing and medicine students, previously trained by the research team. The researchers approached caregivers and explained the purpose of the research, inviting them to participate. If there was an agreement, the Consent Form was read and requested to be signed. The form was completed by the data collector, according to the orientation of the instrument manual (13) .
Analysis of results and statistics
The forms were typed into an Excel database, with double entry and data checking for greater reliability. The SPSS 17.0 software was used to analyze the data, and the descriptive statistical analysis was performed through the calculation of the mean, standard error, minimum and maximum. For the score of the component "kinship", the following algorithm (13) was used:
1. All answers NO: A1=A2=A3=0, kinship = 1; 2. One, two or three answers YES, but different: A1≠A2≠A3≠0, kinship = 2; 3. Two equal answers YES, regarding the same service:
A1=A2 or A1=A3 or A2=A3, kinship = 3; 4. All answers YES and regarding the same service: A1=A2=A3=1, kinship = 4.
The essential score of the PHC was obtained by the mean of the items of each element composing the attribute and the general means of these attributes. The value obtained was converted into a scale of 0-10 (score obtained-1)x10/3 (13) . The general score of the PHC was obtained by the mean of the scores of all PHC attributes divided by the number of attributes ((A+B+C+D+E+F+G+H+I+J)/10). In order to compare the presence and extent of the attributes, the cut-off scores were ≥6.6, defined as high, and <6.6, defined as low/unsatisfactory (13) . Table 1 presents the data regarding the characterization of the subjects participating in the study. In 440 (80.29%) of the families, the main caregiver was the mother, 252 (45.99%) had 10 to 14 years of education, 228 (41.61%) had only one child and 297 (54.20%) of the families had their own home. Table 2 shows the essential score of the PHC (6.6), which obtained a satisfactory value in the caregivers' evaluation, as it was exactly the minimum satisfactory value, represented by the cut-off score for a positive evaluation of the PHC. However, onde: N h : population stratum N: population n h : sample stratum n: sample. N h N n h n = the general PHC score was 6.3, demonstrating that the health services evaluated do not provide attributes in their full extent.
RESULTS
Regarding the structure, the first visit -accessibility was the attribute that obtained the lowest mean score (5.5), while the coordination had the highest score (7.4) . Regarding the process, the attributes with the lowest scores were longitudinality and Integrality of care (6.1). The first visit -use obtained a mean score of 8.6, indicating users' satisfaction with this attribute ( Table 2) .
DISCUSSION
The attribute first visit in the instrument PCATool is divided in structure -accessibility and process -use. The questions about accessibility are related to the care of the child on the same day of illness, waiting time, easy scheduling and telephone counseling (13) . In the evaluation of accessibility, the mean score 5.5 indicates a fragility in the structure of the services, which may be related to the lack or low qualification of human resources, lack of equipment, difficulties in scheduling visits, waiting time greater than 30 minutes and inadequate physical space, generating physical barriers to accessibility. A study conducted with children under one year old in family health units in the countryside of São Paulo using the same instrument found satisfactory values of accessibility, since the appointments were previously scheduled and the wait was not longer than 30 minutes (14) , different from the present study. However, other studies (15) (16) indicate that there are barriers to the access of children in PHC services structured in traditional BHUs.
Regarding the attribute use, the instrument asks if the family seeks the health service due to the child's illness or for revision visits, as well as whether the PHC service refers the patients to specialists (13) . The mean score found was 8.6, which shows an effective interrelation between care provider and receiver, leading to user satisfaction in the dynamics of health care (process). Positive results regarding the process were also found in other studies (17) (18) . It should be noted that the structure has an effect on the care process and, therefore, they complement each other. If one of them presents fragility, as occurred in this study, it may compromise the entire result of the attribute of first visit. Consequently, the fragility of access in health services may compromise all other attributes.
Guaranteeing universal access to children in quality health services can increase the resoluteness capacity of health care, which contributes to addressing acute and chronic health problems (4) , linking health promotion and disease prevention. An important tool to increase access for children and their family to PHC services is the reception, a facilitator of the care process that, when articulated with other tools, can contribute to improve the other attributes of PHC.
The attribute longitudinality in the structure was evaluated by the kinship of the health services studied. This analysis considered the existence of a health service where caregivers frequently take children when they are sick and where a health professional knows the child well. The instrument and also assessed which service or health professional assumes the responsibility for the child's care (13) . In the services evaluated, in the traditional health units, the kinship had a mean score of 6.9, above the cut-off score (6.6). The structure of care in this same attribute was well evaluated in the services studied, which is in consonance with other studies (19) (20) (21) (22) . In this element of the attribute longitudinality there were no differences regarding the care model. However, the aforementioned studies indicate that the demand for the health service occurs even if the mothers are dissatisfied with the care, distrust the professional's competence and have no bond with the unit, because they have no other option of care.
For longitudinality to be effective and health services focused on PHC, the bond or affiliation between the child's family and the health service must occur. However, despite the good results found in this study, the bond is often established with a single health professional (nurses or physicians). This practice leads to a care with low resoluteness capacity and based on fragmented actions, which reflect in the evaluation of the process of this attribute, which had a non-satisfactory result (mean score 6.1).
The evaluation of the longitudinality process covers the follow-up of the child by the same health professional over a period of time, the professionals' knowledge about the child's clinical history, the communication between the health professional and the mother, and the professional's knowledge about the child's family (13) . The aspects that presented unsatisfactory means were related to the professionals' knowledge about the most important health problems to the child's family, the work activities of the family members and the professionals' interest in knowing if the family would have difficulties obtaining or paying for the medication. Longitudinality was perceived as not effective, since health professionals do not extend care to the family, with a weak family orientation. If the professionals know the children's health history and create a bond with the family, it can strengthen longitudinality and improve resoluteness capacity of the service, consequently increasing the satisfaction of the user with the health service and of the professionals with the work performed. It is essential to strengthen the longitudinality of PHC services, since other attributes of the PHC, such as accessibility, family and community orientation, also gain strength when the family already has a bond with the service. In addition, accessibility is a condition for longitudinality to occur. The presence of a bond between family/child and the health service has the additional advantage of making the attribute of Integrality of care easier to be met (23) .
The health care model is directly related to longitudinality and to the presence of FHS principles, that is, when this care model is properly implemented it favors longitudinality and increases resoluteness capacity in primary care, reducing costs and improving the quality of care (22) . However, the PHC service is only effective when all the attributes are present in their full extension.
Another attribute evaluated was Integrality of care, which included services available (structure) and services provided (process). Regarding Integrality of care, the services must be based on the health needs of the population and available at all times, regardless of the difficulties of the services (3) .
In the evaluation of the Integrality of care structure, the questions are related to the set of services available at the PHC, such as: immunization, counseling and treatment of visual problems, family planning counseling, dietary supplementation programs, sutures, actions for drug use and mental health problems, HIV counseling and testing (13) .
The mean score (6.0) of the Integrality of care structure was unsatisfactory, a result similar to that presented in other studies (14) (15) (16) (17) . This reality demonstrates the need for PHC to expand the services offered, addressing the basic health needs of the children and their families and providing care such as orientation and management of common conditions that have considerable impact on the health of families and community, such as alcoholism and drug use. The absence of this structure may lead to poor quality of care; however, adequate structure does not necessarily imply high quality, indicating only a potential for its existence.
In the assessment of the Integrality of care process, the questions are related to orientations on how to keep the child's health, growth, development and safety (13) . The mean score of 6.1 indicates that the process of Integrality of care was considered unsatisfactory by the caregivers. Child care at PHC should be guided by strategies focused on comprehensive and expanded care for health promotion and disease prevention. The structure and process of the Integrality of care attribute did not reach the cut-off score (6.6) to be considered satisfactory, demonstrating a low effectiveness of PHC in the reality studied.
The coordination of care, which involves the System information (structure) and the integration of care (process), was satisfactory in this evaluation, representing the attribute best evaluated by caregivers. The element System information is composed of three questions regarding information about children's clinical records and other records, such as the child's book and the parents' knowledge about the medical records. The mean score 7.4 demonstrate users' satisfaction with the structure of the coordination attribute. In order for coordination to be effective, the PHC service must perform three essential functions: organization of flow through the different areas of attention, accountability for users' health and monitoring at any level of health care, and resolution of the population's problems within the health system (13) .
In turn, the attribute coordination -integration of care includes referrals of children for consultation with specialists or specialized services, as well as the involvement of the PHC service with these referrals. The mean score 6.9 indicates that this attribute was considered satisfactory by the users. Effective communication between PHC services and specialized services is one of the requirements for an effective coordination of care, which should be understood as a methodology to expand strategies and integrate elements into organizational structures (24) .
The coordination of care must possess and provide information regarding the health problems and the services already provided before the current visit (3) . It should be noted that in this study the isolated analysis of the coordination attribute showed a satisfactory score. However, despite this result, the coordination of PHC in the city studied still needs to be strengthened. The challenges of the PHC in the city studied are improving the quality of the information in the medical records, using electronic medical records in all the health services, implementing attention networks to optimize access and use of the other health resources of the network and strengthening the mechanisms of communication (referral and counter-referral) (24) .
Furthermore, in order to be able to coordinate the health system, the PHC must articulate all its attributes in order to solve most of the population's health problems in a timely manner and ensuring accessibility, continuity of care and accountability with the therapeutic plan. This consideration should be highlighted, since in the essential score obtained of 6.6 is the same as that established for the cut-off score by the authors of the evaluation instrument. In turn, the general score, which considers the focus of care in the family and in the community, was below this value (6.3). This is justified by the fact that the PHC services of the city studied did not have units with family health strategy.
Thus, it is necessary to change the current model of care and to expand the family health teams. In addition, it is essential to structure these teams and to discuss within them the concepts of health and disease, social determinants of disease and work process centered on the family and on the PHC guidelines (25) . These transformations are possible based on a change in the care model: the focus of care must be beyond biological, encompassing family care and community participation in promotion and prevention actions.
The findings show that the essential score of the PHC was below the cut-off value, indicating that the health services evaluated do not provide the essential attributes in their total extent, which shows a weak focus on primary health care.
The presence and integration of the structure and process of the essential attributes is fundamental for the effectiveness of the services and their focus on PHC. The evaluation and comparison of the structure and process, in the context of the needs of the child population, can broaden the perception that the organization of health services, as well as the process of care, must be changed in order for the outcomes of PHC to be effective and final.
The commitment of the interdisciplinary team and the health managers is essential for the implementation of already existing policies, such as the consolidation and expansion of the FHTs, which insert in their practice the models of innovation and restructuring already elaborated by the Ministry of Health, such as attention networks, an expanded concept of the health-disease process and teamwork with a focus on health promotion.
These results present limitations, since they only assessed the caregivers' point of view. It is necessary to expand the research to other social actors, such as health professionals and managers. Another limitation refers to the fact that the sample of services did not include family health units and was carried out in a medium-sized city in the southern region of the country. Therefore, the generalization of results should be cautious. However, the feedback of the results to the services can serve as an alert for professionals working with children and PHC managers, contributing to the qualification of these services and generating investments in other research on the subject, considering its relevance to the care of the child.
Limitation of the study
The study was carried out with caregivers of children attending PHC services in the city. In this sense, the results must be taken from this point of view, which can be expanded with studies in the same reality but from the perspective of professionals and managers. Thus, it would be possible to obtain a full understanding of the child's health care.
Contributions to the area of nursing, health or public policy Primary Health Care is based on health care system that should assumes and offer care to all segments of the population in its territory, promoting their insertion in health services and assuming responsibility for the continuity of care throughout their lives. However, the effectiveness of the health care provided by this sphere requires some elements for the operationalization of a resoluteness of care. For this, it is important to recognize the extent of these attributes and understand how PHC is characterized. Thus, this study contributes to the necessary reflection on the results of the evaluation of the health services by the actors involved in the process, which should be consider as a strategy to recognize the problems that keep these services from being effective and find ways to reorganize the current model of care and the work process in health.
Nursing is the professional group with expressive performance in PHC, as it is the propeller of many actions developed in this level of care. The evaluation of the process and structure of the PHC shows that the provision of this service must be organized based on the healthcare team and centered on the user, contrary to the findings that show that the work process is centered in a single professional, the physician. To that end, nurses and their staff are key elements in the reorganization of the work process, changing it from physician-centered to a process with planned demand, done with teamwork and using the soft and hard technology tools available to this professional group. This will contribute to the resolution of many of the access problems faced by PHC users.
CONCLUSION
The evaluation of health services is an initiative for further progress in reshaping care and changing the work process. The PCATool Brazil child version used in this study is an adequate tool for evaluation and comparison of the structure and process of PHC services. The scores evidenced by the evaluation instrument showed weak focus on primary health care in the city studied.
Among the attributes evaluated, there was a low level of user satisfaction regarding first visit -accessibility and Integrality of care -available services. Therefore, despite the fact that PHC is the preferred entrance door for the health system, the assessment of its empirical reality shows that it is necessary to change the organization of the work process and the services offered, which are currently focused on intervention at the moment of disease, promoting an assistance model that articulates all attributes of Primary Health Care.
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